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NOTICE OF ACTION-Department of Mental Health
HWLA Eligibility Denial

[Date]
Member's Name] 158 Number]
[Addrezs] [Provider Name]

e I
[City, State Zip]

Dear [Applicant’s Name]:
Thank you for applying for the Healthy Way L& (HWLA) Program.

Your HWLA application dated was carefully reviewsd and found to not be sligible for
the HWLA program due 1o one of the following reasons:

[ 1. You do not resgide in Los Angeles County.
1 2. Youare not 19 o 64 years cld
[ 3. You are pregnant

[1 £ %You are not a United States Citizen/Mational or Legal Permanent Resident for 5 or more
YEars

[1 5. You are eligible for Medi-Cal or Healthy Families

. Your income iz more than 133% of the Federal Poverly Level

6
7. You are unable to provide required information; thersfore, we were unabie fo processa
your application due to misging information

[ 8. You did not help us in our efforts 1o get information required for the HWLA application
process 20 were unable to process your application

[1 5. Cther. Specify reason;

This denial letrer will become effective 100 days from the date of this notice of
action.

If wour denial was for reazons in 7, 3, or 9 above, you may be able fo void thiz denial by
contacting the person named at the end of thiz denial letter.

If vour denial was for the reasonz in 2, 3, £, 5 or & above you may be eligi:le for other benefits.
See a financial screener at your Depariment of Mental Hea'th Program o help with bensfits
esiablishment.

NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-45849_
If ywou have trouble hearing or speaking, use TTY/TDD at (300) 735-2929.
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As a Healthy Way L& (HWLA) applicant, you have the following appeals rights:

1. %ou have the right 1o appeal this decision. That means that if you do not agree, you can
have us review the decision to gee if it iz comect. If you want to appeal this decision, you
must ask for the appeal within 60 days of the date of thiz MNotice of Action letter. It can
take up to 45 days for Healthy Way LA to decide your appeal.

To ask for an appeal, call DMH Patients” Rights at (213) 735-4945. If you have
profzlems hearing or speaking, call TTY/TODD at (800) T25-2525. We will help vou with
your appeal. You can also ask for your appeal by writing or sending a fax to:

DMH Patients’ Rights
550 5. Vermont Ave,
Los Angeles, CA 90020
Fax: (213) 365-2481
2. %ou have the right to apeak for yourself during the appeal or to choose ancther person

to act for you. That perzon may be a relative, friend, advocate, doctor, lawyer, or
someone else.

3. You may =end written comments, documents, records, and other information about your
appeal. You may also ask for a hearing where you can give the reasons why you do not
agrae and examing and cross examine withesses,

4. Before and during the appeal process, you will be able to look at your caze file. The
caze file includes our notes on your membership renewal, supporting papers or other
imformation related to your appeal.

£n

If, after we make our decizion, you are 2till unhappy, vou may azk for a State Fair
Heanng. You may ask for a State Fair Hearing after you have finighed the HWLA
appeal process and have received a decision letter.

If you have questions, concerns, want to give information about your appeal, or want to
ask for a meeting with the perzon deciding your appeal, call DMH Patients' Rights at
(213) T38-4949, or use TTY/TDD at (800) 735-2929,

Sincerely,

[Mame of Reviewear] [Telephone Numberf

Mancy Butram
Revenus Management Divizion

c: DMH Patients’ Rightz
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NOTICE OF ACTION
About Your Mental Health Treatment Request
Denial
[Catef
[Member's Name] [Treating Provider's Name]
[Address] [Address]
[City, State Zip] [City, State Zip]

r —F L | T
MName of Medical Home]

HWLA Member deniification Mumber. [insert number]
RE: [inssrt iype of service requested]

(insert name of requesting provider or medical homea)! has decided, after reviewing the
results of an assessment of your mental health condition that your mental hsali
condition doss not meet the madical necessity criteria to be eligible for HWLA speciaity
mental health services because:

O Your mental heaith diagnosis as identified by the azsessment = not coverad.

O Your mental health condition does not cause problems for you in your daily
iife that are sericus encugh o maks you sligibie for specialty mental health
SEMVICES.

O The speciaity mental health services available are not fikely to help you

maintain or improve your menial health condition,

O Your mental health condition would be responzive to treatment by a physical
healih care provider.

MOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213} 738-
4349_If you have frouble hearing or speaking, use TTYITDD at (8007 735-25249

Az a DMH Healthy Way L& (HWLAY member, you have the following appeal rights:

1. You have the right io appeal this decision. That means that if you do not agres,
you can have us review the decizion. If you want to appeal this decision, you
must ask for the appeal within 60 days of the daie of thiz Notlice of Action latter.
It can take up to 45 days for DMH Patients’ Rights to decide your appeal.

If wou think that wakting this long could put your life or health at sencus risk ask
for an expedited appeal. DMH Patientz’ Rights will decide an expedited appasal
within 3 working days.

Matice of Action — Seniak
Page T4l 2
201



F,I'I

To ask for a regular or expedited appeal, call DMH Patients’ Rights at (213) 738-
25459 If you have problems heanng or speaking, call TTYITDD at (300) 735-
2929 We will help vou with your appeal. You can alao reguest your appeal by
writing or 2ending a fax to:

DMH Patients® Rights
550 S, Vermont Ave,
Los Angeles, CA 90020
Fax: (213) 365-2481

You have the right to speak for yourself during the appeal or choose ancther
perzon 1o act for yvou, That perzon may e a relative, friend, advocate, doctor,
lawyer or someons 2las,

You may 2end written commeants, documeants, records and other information
about your appeal. You may also that a hearing be held in person or by
telephone.

Except in some limited cazes you will be able to review vour caze file before and
during the appeal process.

If, after we make our decizion, you are still not satisfied, vou may ask for a State
Fair Hzaring. You may ask for a State Fair Hearing onby after you have finizhed
the HWLA appeal proceas and have received a decision letter.

If you have questions, concerns, want to give information about yvour appeal, or
want to ask for a hearing in person or on the telephone with the person deciding
your appeal, call DMH Patients' Rights at (213) 738-4949, or TTY/TDD at (800) 735-
2929,

This notice does not affect any other HWLA services.

Sincerely,

o p A
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OMH Patients’ Rights
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NOTICE OF ACTION
About Your Mental Health Treatment Request
Terminate/Suspend/Reduce

[Diate]

Member's Name] [Treafing Providers Name]
[Address] [Addrass]

[City, State Zin] ICity, Stafe. Zip]

[Name of Provider CliniciCALJ

HWLA Member ldentfication Mumber: [insert number]
DMH 1S Number:  inserf number]

RE: [insert iype of service lerminated. suspended or reduced]

We have previously approved (inserf fype of service thal was approved),
However, we can no fonger approve this treatment because (insernt & clsar and concis
explanation of the reasons for the decision; the program reguirements that support (f

action; a descnption of the criteria or guidelines used)

(=
=
(=

Approval for your treatment will end on (insert sdvance dafe fo be al least 12 calendar
days from dale of leffer)

HOTE: If you cannot r2ad or understanding this letter, cal the Depariment of Menial Health
Fatients’ Righis at (213) 738-4249_ If you have trouble hearing or speaking, vuse TTY/TOD at

(300) 735-2529.

Az a DMH Healthvy Way L& (HWLA) memier, you have the following appeal rights:

1. You have the right to app=al this decision. That means that f you do not agres,
you can have us review the decizion. If you want to appeal this decizion, you
must ask for the appeal within 60 days of the dale of thiz MNofice of Action |etter.
It can take up to 45 days for DMH Patients” Rights Office to decide your appeal.

If vou think that waiting thiz long could put your life or health st serious risk ask
for an expedited appeal. DMH Patients’ Rights will decide an expedited appeal
within 2 working davs

If wou want to continue this treatment while waiting for a decigion on your appeal,
you must azk for the appeal within 10 days from the date of this lefier.

E2011 Hosice of Action — TerminaeReducaZuspand
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Your services will confinue i
1) ¥ou ask for your appeal within 10 days of the date of this letier;
2} The services were orderad by & mental health provider.
30 The original perod of approved services has not ended; and
4} %ou azk to continue the treatment while the appeal iz pending.

If you loge the appeal you may have to pay for the cost of the services that
you received while the appeal was pending.

To ask for a regular or expedited appeal, call DMH Patients’ Rights at (213) 738-
4545 I you have problems heanng or spsaking, call TTYITDD at (3007 735-
2529 We will help you with your appeal. You can alzo request for your appeal

by writing or sending a fax fo:

DMH Patients' Rights
50 S, Vermont Ave,

Los Angeles, CA 90020
Fax: (213) 365-2481

2. You have the right fo speak for yourself during the appeal or choose ancther
perzson to act for you. That perzon may be a relative, fiend, advocate, doctor,
lawyer or someons elas.

3. You may send written comments, documents, records and other information
about your appeal. You may also ask that a hearing be held in person or by
telephone.

4, Exceptin somes limited cazes you will be able to review your caze file before and
during the appeal process.

£n

If, after we make our decizion, you are still not zatisfisd, you may ask for a Stals
Fair Hearing. You may ask for a Siate Fair Hearing only after you have finizshed
the HWLA appeal process and have received a decision letter.

If you have questions, concemns, want to give information about your appeal, or
want to ask for a hearing in person or on the telephone with the person deciding
your appeal, call the DMH Patients' Rights at (213) T38-4949, or use TTY/TDD at
(800) T35-2929,

This notice does not affect any other HWLA services.

Sincerely,
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o OMH Patientz’ Rights
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